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Summary box
 ► The presence of common problems and initiating 
leadership provide the conditions for collaborative 
action in local health systems.
 ► Actors, however, need to learn how to collaborate 
through principled engagement.
 ► Trust and trust building are central to developing 
shared motivations for collaboration.
 ► Jointly developed new knowledge—through shared 
data, evaluations or reflective processes—creates 
capacity for collaboration.
 ► The considerable work involved in building and 
maintaining collaborative action needs to be 
acknowledged.
AbSTrACT
This analysis reflects on experiences and lessons from 
four country settings—Zambia, India, Sweden and 
South Africa—on building collaborations in local health 
systems in order to respond to complex health needs. 
These collaborations ranged in scope and formality, from 
coordinating action in the community health system 
(Zambia), to a partnership between governmental, non-
governmental and academic actors (India), to joint planning 
and delivery across political and sectoral boundaries 
(Sweden and South Africa). The four cases are presented 
and analysed using a common framework of collaborative 
governance, focusing on the dynamics of the collaboration 
itself, with respect to principled engagement, shared 
motivation and joint capacity. The four cases, despite 
their differences, illustrate the considerable challenges 
and the specific dynamics involved in developing 
collaborative action in local health systems. These include 
the coconstruction of solutions (and in some instances the 
problem itself) through engagement, the importance of 
trust, both interpersonal and institutional, as a condition 
for collaborative arrangements, and the role of openly 
accessible information in building shared understanding. 
Ultimately, collaborative action takes time and difficulty 
needs to be anticipated. If discovery, joint learning and 
developing shared perspectives are presented as goals 
in themselves, this may offset internal and external 
expectations that collaborations deliver results in the short 
term.
InTroduCTIon
Health systems across the globe face a 
growing disconnect between the complex 
and ‘wicked’ nature of problems confronting 
them and their capacity to respond meaning-
fully. Ageing populations, rapid urbanisation, 
changing food environments and deepening 
social and economic inequalities have gener-
ated a host of new health challenges and 
landscapes of need. They include growing 
burdens of chronic, lifelong illness (HIV 
and non-communicable diseases), mental 
illness and violent injury. New thinking in 
service provision, such as ‘people-centred’, 
integrated models of care,1 community-based 
delivery, forms of social accountability, quality 
improvement and e-health technologies, go 
some way to providing conceptual and prac-
tical tools for navigating the new realities.
However, these innovations are embedded 
in wider health system contexts that are often 
characterised by organisational fragmenta-
tion and siloed functioning.2–4 The ‘disar-
ticulated state’5 is the end result of a variety 
of forces impacting health systems in both 
the global north and south: proliferation of 
donor aid and vertical health programmes 
in the Millennium Development Goal era,6 
New Public Management reforms and the 
splitting of purchaser and provider func-
tions,7 8 various forms of decentralisation and 
the growth of private (for profit and non-gov-
ernmental) health sectors.4 8 The prevailing 
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Figure 1 Integrated framework for collaborative governance 
Source: Reproduced with permission from (10).
institutional norms and incentives in many health systems 
are to compete rather than collaborate. Yet, addressing 
complex health needs requires new and better coordina-
tion between levels and actors within health systems and 
between health and others sectors.
This analysis reflects on experiences and lessons from 
four highly divergent contexts, each grappling with how 
to achieve collaborative action within local health systems 
to address an unmet need. Using a common frame-
work of collaborative governance,9 four case studies are 
presented. The health needs they address are:
 ► Improving access to healthcare for elderly popu-
lations in rural northern Sweden through ‘virtual 
health rooms’ (VHRs).
 ► Responsive, multisectoral approaches to improving 
well-being in vulnerable local communities in the 
Western Cape Province, South Africa.
 ► Increasing knowledge and access to adolescent sexual 
and reproductive health (SRH) services through the 
community health system in rural Zambia.
 ► Introducing systems of care for epilepsy in primary 
healthcare in Uttarakhand State, India.
Collaborative governance is a non-hierarchical mode 
of governance defined as ‘the processes and structures 
of public policy, decision making and management that 
engage people constructively across the boundaries of 
public agencies, levels of government, and/or the public, 
private and civic spheres in order to carry out a public 
purpose that could not otherwise be accomplished’.9 
This definition and the accompanying framework by 
Emerson10, while intended for analysing formal collab-
orative governance arrangements such as multisectoral 
agreements, is also valuable for considering the chal-
lenges of coordination in the ‘everyday governance’11 
of local health systems. The four case studies span these 
degrees of formality, from coordinating action in the 
community health system (Zambia), to initiating access 
to epilepsy care among a range of health sector govern-
mental, non governmental organisation (NGO), commu-
nity and academic actors (India), to joint planning and 
delivery across political and sectoral boundaries (Sweden 
and South Africa).
This paper presents an overview of, and lessons from 
the four case studies, that were all authored by players 
integrally involved in steering, supporting and/or 
researching the initiatives they describe. The cases were 
the basis of an organised session at the 5th Global Sympo-
sium on Health Systems Research in Liverpool in October 
2018. Case study reports were developed following 
Emerson et al’s9 Integrative Framework for Collaborative 
Governance, outlining contexts, collaboration drivers, 
timelines, key actors, achievements, processes and key 
lessons learnt (online supplementary files 1-4). These 
were discussed in a world café format at the Symposium, 
and notes were compiled.
Based on the case study reports and notes, this analysis 
specifically seeks to shed light on the process dimensions 
of building collaborative action, referred to as ‘collabora-
tion dynamics’ in Emerson’s framework (figure 1). Collab-
oration dynamics entail three interacting processes: 
(1) principled engagement that involves elements of 
‘discovery’, ‘definition’, ‘deliberation’ and ‘determina-
tion’, through which actors come to understand each 
other’s interests and define a common purpose; (2) 
shared motivation refers to relational aspects of ‘trust’, 
‘legitimacy’, ‘commitment’ and ‘mutual understanding’; 
and (3) joint capacity—the ‘procedural arrangements’, 
‘knowledge’, ‘resources’ and ‘leadership’ required for 
the collaboration to proceed.
Table 1 summarises the setting/context, focus of 
collaboration, actors involved and evidence used to draw 
up the case studies.
drIverS And ACHIevemenTS of CollAborATIon
Across the case studies, the immediate driver of collabo-
ration was consensus on a significant problem (whether 
broadly or specifically framed), recognised as beyond any 
individual actor’s capacity to solve: in Sweden, increasing 
numbers of elderly people needing follow-up care; in 
Zambia, conservative social norms placing the lives of 
adolescents at risk; in India, the absence of primary care 
for a relatively common condition; and in South Africa, 
a set of intractable social problems confronting several 
sectors simultaneously.
Initiating leadership10 was a necessary condition for 
collaboration in all four cases: in India and Sweden, this 
leadership came principally from one actor (Emmanuel 
Hospital and Centre for Rural Medicine, respectively), 
whereas in Zambia and South Africa, impetus and lead-
ership came from several quarters. Collaboration was 
enabled by authorising directives and support from 
above: the National Mental Health Policy in India, clarifi-
cation of community health assistant roles by the national 
government in Zambia and new strategic thinking and 
frameworks in the Western Cape. In Sweden, a well-con-
nected local innovation hub developed the concept of 
the VHRs and was able to mobilise a national profile and 
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funding from the Swedish Agency for Economic and 
Regional Growth.
All four cases succeeded in achieving some degree 
of local collaborative action. The agreements forged 
between municipalities and county councils led to the 
establishment of the first VHR, with seven additional 
ones planned in two counties of northern Sweden; in 
the context of a very high turnover of decision makers, 
coordinated action by frontline, district and state 
players ensured that the first patients with epilepsy 
started receiving treatment in government primary 
health centres in Dehadrun District, India; a collective 
of community-based players delivered adolescent sexual 
and reproductive services in health facilities, schools, 
police stations, home settings and community spaces 
in Nyimba District, Zambia; and entirely new modes of 
engagement—horizontally between sectors and vertically 
between levels of government and communities were 
fashioned in the Western Cape Province.
The next section introduces the four case studies and 
describes the dynamics underpinning their experiences 
of collaboration, addressing elements related to the 
constructs in Emerson’s framework of principled engage-
ment, shared motivation and capacity for joint action.
CollAborATIon dynAmICS
virtual Health rooms in northern Sweden
VHRs are located within community structures and make 
use of sophisticated e-health technology to provide health 
services to remote rural areas. They are implemented 
through new partnerships between municipalities, 
county councils, community structures and patients. The 
leadership of the Centre for Rural Medicine (a centre 
of innovation associated with one of the county-adminis-
tered community hospitals) took the first steps to engage 
county council, municipal and community actors, estab-
lishing a pilot VHR in 2013. The VHR concept resonated 
well with these actors and provided a fit with the need for 
innovative ways of providing follow-up care to the elderly 
living in rural areas.
A number of factors have enabled the establishment 
of VHRs. County councils and municipalities have 
shared responsibilities for the care of the elderly and a 
shared motivation to work on solutions. They had previ-
ously been engaged in different collaborative activities. 
The formation of ‘stakeholder’ and ‘steering’ groups 
provided the procedural arrangements for joint discus-
sion and decision making on the VHRs specifically. The 
buy-in from communities has also been important. Open 
meetings with community members have been essential 
for building trust. Moreover, the VHRs offered new social 
spaces for the elderly and new roles for auxiliary nurses 
employed by the municipalities, who often accompany 
patients for the follow-up consultations in the VHR.
The VHRs have also been propelled by wider interest 
in the initiative. Champions among patients and inno-
vators were interviewed frequently in the media about 
the experiences of the first VHR, giving it profile and 
status. Northern Sweden has historically sought to be at 
the forefront of e-health development and funding from 
the Swedish Agency for Economic and Regional Growth 
supported the establishment of new VHRs, adding to 
their legitimacy.
While many communities have shown interest in and 
seen the benefits of VHR, there are also some who see 
them as a threat and a replacement of ‘real’ services. 
There exists a degree of mistrust of the ‘central’ level 
of the health system by peripheral communities who 
perceive services to be declining. How VHRs are seen by 
users and communities is obviously key to their sustain-
ability. The future of the first VHR and the scale up will 
also depend on ongoing capacity for joint action across 
authorities. The procedural and institutional arrange-
ments for managing VHRs depend on highly motivated 
individuals at county, municipality and community levels. 
The lack of incentives to engage with e-health initiatives 
among service providers, outside a pilot initiative or 
project, is a recognised challenge. There are also ques-
tions on how to introduce a standardised data transfer 
system and how to ensure data confidentiality.
Whole of Society Approach (WoSA) in the Western Cape, 
South Africa
The WoSA is an initiative of the Western Cape Provincial 
Government that seeks to ‘embed and institutionalise a 
collaborative approach to service delivery which includes 
local, provincial and national government, state-owned 
institutions, the private sector and civil society to address 
a community’s specific needs, thereby creating “public 
value” in the communities concerned’.12 A focus on ‘well-
being’ and addressing the social determinants of health 
has formed part of strategic thinking in the provincial 
health department since 2011. The WoSA initiative 
emerged from a series of province-wide experiments 
with cross-sectoral action, starting in 2014, that initially 
produced a series of top down, vertical, sector-specific 
interventions all targeting the same communities and 
with little impact. A subsequent experience with inte-
grated spatial service delivery in one area led to the 
fundamental reconceptualisation of intersectoral action, 
and the basis of four WoSA sites—two rural and two 
urban—from 2017 onwards.
Addressing the long-standing mistrust between govern-
ment and communities is the main short-term goal of 
WoSA. In this regard, ‘key design principles’ emphasise 
the importance of collaborative learning, developing 
shared mandates, distributed leadership, creating spaces 
for joint exploration of problems, responding to felt 
needs rather than imposing programmes from the top 
and values of ethical engagement, citizen-centredness 
and social inclusion.12 An external, public interest NGO 
has been contracted to facilitate local engagement. At 
a formal level, collective planning processes have been 
instituted that align the municipal and 13 provincial 
department plans in each site. These are aided by the 
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development of common data repositories based on a 
‘spatial indicator framework’ for each site, as well as a 
series of WoSA governance structures, which connect 
decision making at the frontline to that of senior 
managers and politicians.
WoSA is in the early phases of implementation, limited 
to four local areas, and has been given the latitude to 
innovate. Priorities may change with new political lead-
ership. The over-riding incentive to focus on individual 
mandates and reporting in government bureaucracies is 
another ongoing threat.
Community-based SrH services in nyimba district, Zambia
In 2010, the Ministry of Health in Zambia developed the 
National Community Health Assistant (CHA) strategy. 
The CHAs were introduced to promote SRH services in 
the midst of a variety of other community-based cadres 
and structures in Zambia, such as nurses and environ-
mental health technicians (who together supervise the 
work of CHAs), community health workers and safe moth-
erhood action groups. The CHAs are also expected to 
work with neighbourhood and health centre committees 
in mobilisation processes, while at the same time, these 
structures are also supposed to play an oversight role. In 
this complex dynamic, the manner in which CHAs posi-
tion themselves in relation to other actors and how they 
navigate and negotiate community relationships is key to 
achieving collaboration for improved SRH.
When they were first introduced, the CHAs faced oppo-
sition from the other cadres, due among other things, to 
a lack of clear definition and communication of the CHA 
tasks. National government then moved to define CHA 
tasks and communicate this to other health providers, 
district authorities and community leaders.
Leveraging the agreements reached through the national 
government process, the CHAs exercised their agency to 
successfully negotiate the micropolitics of collaboration 
among health workers and community-based cadres on 
SRH. The CHAs used their health facility service delivery 
role to gain trust and entry into the community and promote 
shared motivations. They then built relationships of reci-
procity with other community-level actors, holding regular 
joint meetings (deliberative processes) and acting as brokers 
between the volunteer health workers and the Ministry of 
Health. CHAs also capitalised on these social networks to 
deliver SRH services to adolescents (joint capacity). By 
embedding the provision of information about SRH into 
general life skills at community level, the topic’s sensitivity 
was reduced, and its acceptability was enhanced. However, 
logistical challenges such as limited supplies, competition 
from some health providers and busy work schedules also 
affected joint action.
Primary care for epilepsy in uttarakhand State, India
Approval of the National Mental Health programme 
(NMHP) for implementation across Uttarakhand State in 
September 2016 was a catalyst for three partners (the Depart-
ment of Health (DOH), the non-profit, the Emmanuel 
Hospital Association (EHA), and the academic institution, 
All India Institute of Medical Sciences (AIIMS) – Delhi) 
to respond to a funding call for implementation research 
projects. The joint proposal submitted was for research 
to support the establishment of primary care epilepsy 
services in public health centres. While there was a strong 
initial synergy with all three partners, the transfer of the 
State Secretary of Health reduced DOH engagement. The 
awarding of funding, however, promoted synergy between 
the non-DOH partners. The process of implementation 
stopped and started, while relationships and trust were built 
with the DOH, and then repeatedly renegotiated as key 
implementers were transferred.
Although the proposal was implementing an agreed 
strategy (the NMHP), the actual delivery of epilepsy care 
in primary and community health centres was a novel prac-
tice. The DOH team were unsure if there could be negative 
ramifications for them in implementing the strategy, which 
slowed decision making and the supply of antiepilepsy 
drugs. The parties were somewhat asymmetrically involved, 
with AIIMS – Delhi participating as a supportive consultant 
and EHA as the prime driver of the project.
Assessing capacity for joint action, the following were 
the strengths and contributions of each partner:
 ► DOH: new team and staff in non-communicable 
diseases committed to implementing sanctioned 
guidelines. Some key functionaries such as district 
pharmacists and primary care doctors were active and 
understood the system sufficiently to work around 
administrative inertia.
 ► AIIMS – Delhi: an energetic and committed approach 
to primary epilepsy care with contributions of human 
resources beyond those needed by the partnership.
 ► EHA: local leadership and commitment to the 
partnership, with a strong implementation team 
and pre-existing relationships with the DOH and 
community.
All three partners’ participation and engagement in 
the partnership was ultimately critical to the eventual 
positive outcomes. These built on relationships of trust 
that were in place prior to this partnership.
No attempts were made to establish formal structures, 
such as a steering committee, and there was no clear 
process accounting for participation and engagement of 
DOH, which slowed engagement in the project initially. 
In addition, progress was impeded by repeated staff trans-
fers at all levels including the State NHM Director—a 
position occupied by four different people in 12 months.
Table 2 summarises the main themes in the collabo-
ration dynamic in each of the cases, along the three 
constructs of principled engagement, shared motivation 
and joint capacity.
ConCluSIonS
Despite their differences, the four case studies offer 
some common insights into the nature of collabora-
tion dynamics. First, collaborative action in local health 
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Table 2 Summary of collaboration dynamics
Principled engagement Shared motivation Joint capacity
Sweden  ► Leadership from the Centre for 
Rural Medicine brought actors 
together around an ‘e-health 
innovation’.
 ► A recognised shared 
problem and responsibility 
between county council and 
municipalities.
 ► All stakeholders, including 
communities, engaged in 
setting up the VHRs.
 ► Trusting relationships 
already in place due to 
earlier collaborations.
 ► Interest from media 
generates profile and 
legitimacy.
 ► Incentive structures within 
the health system and 
community perceptions 
might be future barriers 
to shared motivations, 
requiring further trust 
building.
 ► Structures of decision making 
and participation established.
 ► Procedural and institutional 
arrangements still rest on 
a few highly motivated 
individuals.
 ► Further agreements on day-
to-day management and 
information sharing needed.
 ► Funding from the Swedish 
Agency for Economic and 
Regional Growth.
South Africa  ► Health sector players have had 
to set aside short-term focus on 
sector-specific goals in favour 
of jointly defined problems and 
negotiated solutions.
 ► Key design principles lay out 
values, principles of cocreation 
and modes of engagement.
 ► Use of USAID’s ‘Collaborating, 
Learning, Adapting’ Maturity 
Framework to monitor learning.
 ► Building trust between 
players a key short-term 
goal.
 ► Importance of credible 
intermediaries and 
boundary spanners.
 ► Distributed leadership 
achieved.
 ► Alignment of planning 
across local and provincial 
government spheres.
 ► Clear governance structures 
established.
 ► Spatial indicator framework 
and cross-sectoral data 
repository enable shared 
understanding and joint 
planning.
Zambia  ► Coordinating roles of CHA 
endorsed by national, district 
authorities and community 
leaders.
 ► CHAs built informal 
relationships beyond the 
prevailing hierarchical modes.
 ► Instrumental, facility-based 
roles established legitimacy 
of CHAs.
 ► Trust built through regular 
communication.
 ► Use of official role to act as 
brokers for other players.
 ► Establishment of regular joint 
meetings.
 ► Mobilising collective resources 
in existing networks and 
community structures to 
deliver SRH communication 
and services.




 ► Limited by frequent transfers of 
senior decision makers in DOH.
 ► Finding willing stable primary 
care doctors and pharmacists 
key to partnership.
 ► Time taken to build trust 
and persistence from EHA 
ultimately led to productive 
relationships.
 ► Legitimacy offered by 
involvement of an AIIMS 
professor and the long-
standing presence of EHA.
 ► DOH infrastructure, supported 
by non-profit project 
management and community 
relationships and expert 
trainer from academia.
 ► Joint knowledge generation 
through implementation 
research.
 ► Absence of clear procedural 
arrangements involving DOH.
AIIMS, All India Institute of Medical Sciences; CHA, Community Health Assistant; DOH, Department of Health; EHA, Emmanuel Hospital 
Association; USAID, United States Agency for International Development; VHR, virtual health rooms.
systems requires a jointly recognised problem and set of 
solutions to the problem. Problem definitions may be 
generated by others (such as adolescent SRH in Zambia 
and mental health in India), but collaborative action 
always involves coconstruction of specific solutions within 
local contexts.
Second, the currency of collaborative action is trust. 
Trust is both interpersonal between key actors and 
entails a degree of institutional trust in actors’ capacity 
to deliver on collaborative agreements.13 Where there 
are pre-existing trust relationships (such as In India 
and Sweden), initial collaborative arrangements may be 
agreed relatively easily. Where mistrust and suspicion are 
deep rooted (South Africa), the first goal in a collabora-
tive arrangement is to build trust, prior to the develop-
ment of formal agreements. This may require attention 
to asymmetries of power in the design of collaborative 
arrangements, the involvement of intermediaries (South 
Africa) or by showing goodwill through acts of reciprocity 
unconnected to the collaboration (Zambia).
Third, the development of collaborative action takes 
time and difficulty needs to be anticipated. Collaborations 
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may proceed at the pace of the weakest link in the chain 
of the partnership (India), and need to start small, 
becoming more ‘mature’ with time. Strategies that incor-
porate joint critical reflection, relationship building and 
learning as goals in themselves (South Africa) may offset 
internal and external expectations that collaborations 
deliver results in the short term.
Fourth, collaborative action rests on mobilising the 
existing networks and resources of partners in the 
collaboration (all four cases) and may also require 
finding sustainable sources of additional funding 
(Sweden). Open access to knowledge is a key resource: 
compilations of routine information, action–reflection 
cycles and evaluations provide the platforms for shared 
understandings.
Finally, shared motivations among core groups 
of actors are the starting points for collaborations. 
However, as these expand and develop, they inevitably 
confront wider institutional environments, requiring 
new iterations of engagement, trust building and joint 
determinations.
In an era where the sustainable development goals 
have established expectations of greater synergy, this 
analysis has demonstrated the considerable challenges 
and the specific dynamics involved in developing 
collaborative action in local health systems. Common 
problems and initiating leadership create the condi-
tions for collaboration. The Integrated Collaborative 
Governance Framework provides a valuable frame-
work for systematising investigation into the dynamics 
of collaboration beyond this, highlighting the nature 
and ongoing ‘work’ of collaboration. In this regard, 
the case studies offer useful lessons, including recog-
nising the need to learn how to collaborate through 
principled engagement, the central roles of trust and 
trust building in developing shared motivations and 
the value of jointly developed new knowledge as part of 
collaborative processes.
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